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Mister Chairman, committee members: 

The trade union movement has played a sig- 
nificant role in the development of public health care in 
Canada. We know all too well the benefits that socialized 
medicine has brought the average man and woman. We are 
firmly committed to public health care and have a continued 


vested interest in its improvement and efficiency. 


The Ontario Federation of Labour, representing 
800,000 organized workers in this province, accordingly 
welcomes the opportunity to place its views before this 


committee. 


WHERE ARE WE NOW’ 





Much has been made of the alleged fact that 
health care costs are escalating in an unmanageable manner. 
Opponents of public health care Like, to remark, that OHIP 
expenditures have increased 152 percent since the Plan's 
inception ~sefrom Sl.2.billion-~inglg70-/1 fo the current 


figure Of sat bron. 


This fact, taken out of context and viewed 
without comparison to other economic indicators of the past 


eight years, indeed seems most alarming. However, using 


1970 as the base year, Ministry of Health spending has 
increased at a slower rate than both the Gross Provincial 
Product and overall Ontario government expenditures. In 


the same period, per capita income has doubled in Ontario. 


Ministry of Health spending as a percentage 
of Gross Provincial Product now stands at 4.2 percent - 
the second lowest figure since OHIP was inaugurated. 
Ministerial spending in 1978-79 as a percentage of overall 
government expenditure is estimated to remain at this year's 
level of 28.2 percent. This is appreciably lower than the 


19:72-73 level of 30.23 percent 


Certainly, the above figures should not give 
rise to complacency. At the same time, however, we must 
resist simplistic analyses of dollar costs of health care 


delivery in this province. 


One should not forget the effects a consumer 
price index rise of nearly 70 percent over the past eight 
years has had on health care costs. Nor should we forget 
that a population rise of more than 12 percent over the same 


period contributed to increased demand for medical services. 


When all is said and done, the uncontestable 
fact remains that public health care costs in Ontario have 
risen in line with overall growth in the provincial economy. 
That does not mean, as you will see below, that we feel the 
present OHIP system is without room for very major improve- 
ment. It does mean, however, that we will not tolerate 
attempts to make health care the whipping boy for perceived 


public objection to government spending. 


In that regard, we were pleased to see that 
information supplied to this committee by the Ministry of 
Treasury, Economics and Intergovernmental Affairs (TEIGA) 
noted that public health insurance is superior to anything 
available in the private sector. Indeed the most convincing 
proof of this lies to the south. The United States, with no 
universal public health insurance scheme, spent 8, 3..percent 
of GNP on personal health care in 1975. In that same year 


Canada spent 5.6 percent and Ontario 5.1 percent. 


A healthy population means an energetic and 
productive Ontario. It means government Savings to provide 
tax relief for the low and middle income earner. It means _ 
funds freed for uses in other areas such as job creation 


and social services. Above all, it means we have shown 


ourselves to be a civilized society, one whose people are 


willing to share their good fortune with the less fortunate. 


To reach this goal, however, much that is 
current practice in the present system must be stopped. 
And much that can be done to BOTH lower costs and improve 


the delivery of health care must be adopted. 


We now have what by nearly everyone's 
estimation is an over-centralized and inefficient health 
care delivery system. Despite the notion that centraliza- 
tion reduces costs and inefficiency, the OHIP experience has 
left us with a system that is too often both impersonal and 
ineffective. At the the base of this problem is the fact 
that we have developed a capital - rather than labour - 


intensive health care system. 


Ontario public hospital insurance was 
inaugurated in 1959. The political decision to wait twelve 
years before introducing health insurance’ conditioned much 
of a cost-conscious populace to use hospitals (where health 
care was directly subsidized) over private physicians. 
Overcrowded emergency wards and a rate of minor surgery 
three times that of England are but two costly maninfestations 


of our institution-centred system. 


While no one would deny that medical advances 
are also contributing to rising health costs, we lin, eyoecally 
North American fashion) are over-awed and over-reliant upon 
technology. Technology can mean efficiency and savings. 
However, if we were to change the focus of our system to 
preventive rather than curative medicine, there would be a 
aie nd shee need for great numbers of machines to treat dis- 
eases and illnesses that might have been arrested at an early 


stage. Capital saved might thus be channeled into more 


socially and fiscally profitable health areas. 


Our free enterprise market economy plays a 
major role in this area, with both medical equipment and 
pharmaceutical companies producing ever more complex and 
ever more questionable products, sold to health care 
professionals who are easily convinced of the worth of such 
items. Pharmaceutical firms in 1977 spent the equivalent of 
$1,000 for each Canadian doctor on advertising their packag- 


ing of generic drugs. 


There is almost no emphasis on preventive 
medicine within our present system. Of every Ministry of 
Health dollar, only three cents is spent on preventive 
measures! Small wonder, then, that our health costs are 


so high. The focus is on sickness, rather than health. 


More disturbing is the fact that we seem to 
beuplacinge even less emphasis on preventive medicine today 
than yesterday. For example, as levels of public: immuniza; 
tion are falling off, we have seen eeveral Minor Lecurrences 
of diseases we thought had been eliminated. Unless we are 
vigilant in this area, we may againetind jour whealth costs 
needlessly inflated in a fight against contagions we thought 


were a thing Of the, pase. 


As convinced believers in the benefits of 
public enterprise, we are frustrated at the obvious 
ier icrency and lack«sot co-ordination exhibited by OHIP. 
There is something terribly wrong when an organization 
cannot account for the fact that it has more than half again 
as many participants registered than people living, Lusour 


province. 


With the exception of Saskatchewan, public 
health care was reluctantly established by governments maine — 
amentally opposed on ideological grounds to socialized 
medicine. This is clearly revealed in Ontario, both in the 
degree of privatization of services (laboratories, nursing 
homes; drugs,.ete.) and, the system Ssiapparene eBieell ote ad ica wy 


COnpOMbee wa rseiLi. 


ONIe does little ‘to protect teself from 
physician overbilling or the provision of unnecessary 
services. It has been unable, as anyone reading a paper 
over the past several years knows, to control expenses 
through private ‘laboratories. ‘It Tacks’ the necessary 
legislative authority to move in such critical areas as 


occupational health and safety. 


Increased privatization has meant increased 


costs as profit and not service becomes the byword. 


There seems to be little evident planning to 
meet predictable future needs. By the year 2000, experts 
tell us nearly 12 percent of this province's population will 
be over 65 years of age. It is estimated that nearly half 
of all acute hospital patient days will be taken up by this 
group. These facts present us with a major health care 


challenge that should be appreciated and acted upon today. 


Labour costs have certainly been a major 
factor in rising health care expenditures. However, these 
costs have reflected a catching up to a decent standard of 
living by occupational groups who were - by anyone's estim- 
ation - grossly underpaid. These men and women should not 


be expected to suffer when OHIP permits such absurd 


practices as allowing salaried medical staff in hospital 
academic and teaching positions to ball othe WP lan.on 4. sbee> 
for-service basis. Nor do we accept that health, care. costs 
be realized through wholesale staff cutbacks. We all know 
that cutbacks have occurred in our hospitals, and we are 
concerned that this might be placing us perilously close 


toa Chisie Ss ttuacion. 


Most discouraging to all who support public 
health care has been OHIP's inability to reach many dis- 
advantaged groups in our society. Many of our poor, our 
native peoples, our immigrants and our aged have been largely 


untouched by the present system. 


This;is in large tant due “to a.lack .of 
systematic information as to what services are available, 
who makes them available and where they are available. 

If as much money were spent on an OHIP information campaign 
as has been spent on the government's successful seatbelt 
campaign, we would both improve the delivery of services 
and, effect~savings...For, thesesdisadvantaged. people 
inevitably become charges on the system after preventable 


and detectable illness have reached an-advanced or critical 


state. 


The present government also refused to integr- 
ate such ancillary health care needs as glasses, prescription 
drugs, dental service, prosthetic devices and hearing aids 
into OHIP. The inability of many of our fellow citizens 
to afford such necessities is both contrary to the spirit 
of public health care and dangerous to the health habits 


of the general populace. 


An overwhelming number of physicians in this 
province are drawn from urban, middle-class backgrounds, 
and naturally enough wish to practice in such an environ- 
ment. The result is that many people find their doctor 
incapable of understanding their particular geographic, 
cultural or linguistic background. It costs over $100,000 
to train a physician in this province. These people are 
entitled to a return on their investment too, and *our 
medical schools should endeavour to recruit students 


from a demographic cross-section of Oncarto. 


As we mentioned above, our concern is to 
bring about greater efficiency and a lowering of costs 
to a system that has the inherent aorlicy co ensure 


both 


WHERE SHOULD WE 50? 


——= 





If the question is how to effect cost reduction 
and streamline OHIP, the answer is firstly to integrate 
services to avoid duplication and, secondly, partially 
decentralize to put an end to unwieldy bureaucracy and 


needless capital expenditure. 


To be effective from both a utilization and 
cost/benefit basis, health care must be brought into lene 
community at large. We believe the best vehicle .to effect 
this is the concept of the community clinic placing health 
and social services offered by basic teams of medical, cen— 
tal and social service workers under one roof. With the 
emphasis on preventive medicine, it would also provide 
laboratory, X-Ray and pharmaceutical services on an out— 
patient basiSmaeAmumMber OL Specealista ms cervicas would be 
available, depending on the nature of the community (i.e. a 
resource community such as Sudbury would require an 


occupational health specialist on full-time staff). 


Equally important, the opportunity would exist 
to involve more of the community in the inrormatton of 
health care requirements for their area. We believe a com- 
munity's residents should have some input into programming 


and budget allocation - a reasonable function based on 


the truism that people know better than any government what 


are the needs of their community. 


This does not, however, mean a surrender of the 
Ministry's important role in setting standards and allocat- 


ing funding. 


Unlike existing hospital boards, which are 
elitist and unrepresentative, the government should insure 
any consultative community body reflect the demographic cross- 
section of the area it served. And, unlike the District 
Health Councils recently established by the Ministry of 
Health, it must be more than an advisory body adding weight 
to an already top-heavy bureaucracy. The Ministry should 


come to the. community, ,~mnotev.ice-versa. 


We also believe that much health work, especi- 
ally at the preventive level, is routine, and might be 
allocated to increased numbers of nurse-practitioners and 


paramedics. 


Home care is another avenue of efficient and 
less costly health care. We in Canada tend to institution- 
alize individuals as soon as they lose their full ability 


to function in the community. Studies carried out in this 


country and the actual experience of home care programs in 
such nations as the United Kingdom prove that home care is 
both more humane and less expensive than INSCLCUCTONa seare. 
In addition, it relieves pressure on hospital and nursing 
home beds, adds to the psychological well-being of patients 
(so important to speedy recovery) and makes more effective 
use of nursing talent. Again, the local clinic provides a 


complementary base for such activity. 


The government must use its fiscal power to 
ensure that the attitudes of future generations of health 
care specialists are different from the prevailing dis- 
position. “Medical “schools must™ begin to educate aliv young 
physicians in the art of preventive medicine. ‘Those'medical 
schools which have been enlightened enough to establish 
community medicine programs should be rewarded with a shift 


in educational funding in their direction. 


As mentioned above, more research must be 
conducted into present and anticipated trends in health 


Cancer 


Increased attention and funding must be 
devoted to nutrition and fitness “instruction, in both the 
school and the work place. Investment in a healthier 


populace means long-term savings. 


Similarly, let us not forget that decent 
housing, an adequate standard of living and a clean environ- 
ment are all necessary if we are serious about lowering 
health costs. Governments possess the power to ensure 


this occurs. 
HOW DO WE GET THERE? 


Obviously, the above suggestions Wil cost 
money. Considerable amounts of it. Yet, the alternative 
of letting the system continue makes the mid-and~Llong- term 
savings to be made from action along the lines, we have 


suggested most attractive. 


We are not so irresponsible as to appear 
before you without suggesting ways an improved public 


health care system might be financed. 


This province has operated a azrect charge 
system for public health care since NospicalL insurance 
was introduced nearly two decades ago. We Be A So by, eagle I 
time this peculiar philosophy of public health care was 


abandoned. 


OHIP Premiums are a regressive, unjust and 
inefficient way of funding public health care. TEIGA main- 


tains that premiums can be afforded by everyone, despite the 


fact that all families with more than $5,000 in taxable 
income pay the same annual premium of $456. For all too 
many Ontario families, $456 is the difference between an 


adequate and substandard lifestyle. 


In addition, over 13 percent of certificate 
holders still pay full premium costs without employer or 
government subsidization. As trade unionists, we are well 
aware that very large numbers of these men and women are 
unorganized workers who most need premium relief and suffer 


PeOMucda bac koro te cdete 


Premiums are no deterrent, nor (as TEIGA would 
have us believe) do they remind the public that health care 
is not "free". They are not.a user charge, and do not rise with 
increased usage. Rather, they are an inducement to overuse 
the system by encouraging people to "get their money's worth". 


The "visibility" argument is at best a moot point. 


OHIP Premiums are regressive to the point that 
two individuals earning the same income pay different rates 


depending on the extent of employer subsidization. 


TEIGA says that the question of premium is 
not a key issue. Well, we want to let them know through 
you, that. a1t.is THE issue to us, - a matter of equity and 


progressivity in taxation and government service. 


The Ontario Federation of Labour bitterly 
condemned the recommendations of the Taylor report released 
last January. We rejected them then, and we reject them 


now, as discriminatory, regressive and mean-spirited. 


The indexing of premiums is nothing more than 


an indexation of inequity, and as such is unacceptable. 


We utterly reject the idea of deterrent 


fees. 


Mm bevy on Lirst day nosprtal vVistts 1s Samply 
a tax on the sick and represents the complete antithesis of 
the philosophy underlying public health care. Such sugges- 
tions do not reduce health care costs, they simply 


redistribute them. 


We were alarmed to read suggestions that 
OHIP subscribers over the age of 65 to pay premiums. 
Not only is such an idea morally reprehensible, but it 
would add yet another regressive tax to our seniors’ 
already inadequate income. Treasury officials also est- 
imate that only one-fifth of our 800,000 pensioners can 
afford premiums, and that the cost of finding these men 


and women would be prohibitive. 


Boao = 


We realize that some organizations may well 
recommend a continuation of status quo funding in view of 
the fact that the employer currently assumes full premium 
payment. However, we suggest that their apprehensions of 
economic loss are misplaced. Adoption of health care 
financing as we are suggesting below will result, ona 
taxation basis, in a net saving for nearly all Ontario 
workers. Secondly, as most contracts run no longer than 
two years, employees will be able to negotiate for any 


short-term physical loss on their pay cheque. 


Certainly, most trade unions care about those 
who are not organized, and who cannot bargain collectively 
for employer-paid OHIP. Abolition of premiums will provide 
appreciable financial relief for this large group of tax- 


payers. 


Toss, estimatedmthat.c 975 million will be 
raised in premiums in 1978-79. If we are to do away with 
premium payment as a means of financing public health care, 
we are faced with only two possible alternatives - a payroll 


tax or total funding from general revenue. 


Basically, we see little difference between an 


employer payroll tax system and the present scheme whereby 


corporations pay a share of the premium burden. In mac, aks 
has one large glaring defect. An employer payroll tax would 
adversely affect labour-intensive industry at a time when 
job creation should be the number one priority of this and 
every other government. In addition, such a tax would only 
be shifted backward to wages or forward to prices, hurting 
working people in the final analysis. It also produces more 
red tape for small business when other government depart- 
ments are moving to reduce the paper burden on this economic 


group. 


We cannot see any advantage of an employee 
payroll tax. By itself, it would do nothing to increase 
corporate responsibility for health care costs. Were a 
ceiling applied, it would become regressive. A Davyroll. tax 
is unfair in that it taxes only wage and salary income. 
Those earning other forms of income escape. It also further 
complicates the collective bargaining process, with some 
unions being able to negotiate for employer-paid taxes, 
others for partial payment, and others for NOL. oe ee 


The net result is again one of unbalance and inequity. 


Thestunding of publie@ health care from 
general revenue is the most acceptable alternative to 


the status quo. Six out of ten provinces now follow this 


practice. We do not feel that the tax system woulda be unduly 
complicated by such a system. Indeed, major savings could 
be realized from the dismantling of the premium collection 
bureaucracy, and its employees more productively used else- 


where. 


We appreciate that funding OHIP from general 
revenue will necessitate some increase in both the personal 
and corporate income tax rates. However, we feel this can 
be undertaken without.the difficulties proponents of the 


status quo have suggested. 


A revamping of health care LUNndIng Must an ouL 
view be linked to the positive reforms mentioned above. 
These changes, as we have pointed out, are designed to 


reduce costs over the medium and long term. 


The federal government continues to provide a 
large portion of current OHIP costs. While TEIGA has main- 
tained that the winding down of direct federal government 
health transfer payments has left the province to bear 70 
percent of OHIP costs, the substitution of other tax sharing | 
arrangements have, for the time being at least, actually 
increased the federal contribution to nearly one half of 


health care expenditures. Accordingly, Ontario has more 


flexibility im Mow it arranges its share of funding than 


we are being led to believe. 


Individuals now assume 52 percent of OHIP 
costs - $300 million in direct premium payments and $200 
million in income tax support. Yet, the regressive feature 
of premium payment means that low and middle income taxpayers 
are called upon to contribute more than their fair share of 


health care costs. 


Under a scheme of funding from general revenue, 
middle and lower income taxpayers would pay less than they 


now do in premium payment and "hidden" taxation. 


Adding injustice to the present funding 
arrangement is the fact that those with higher incomes 
receive a greater return on their proportionately smaller 
health care investment. A recent study by the Ontario 
Fconomic Council shows that families in the $20,000 income 
bracket receive an average of $253 in medical care benefits 
from the system, while families with incomes of oa Ps OOK, 


receive only $145. 


Abolishing premiums and funding health care 


from general revenue taxes those best able to pay. 


Nor do we believe that upper-middle and upper 
income Ontarians are so highly taxed that it would be 
unreasonable to ask they bear any short-term increase in 
the interest of long-term heavens care, GEL CieGncy: sVousare, 
we are sure, aware Of the provincial Treasury report. that 
Showed that Ontario citizens pay less taxes than do taxpayers 
residing in Buffalo, Cleveland and Detroit. While our pers- 
onal income taxes are higher than those in neighbouring 
States, lower property taxes and greater governmental and 


social services more than compensate for this. 


At 44> percent, Ontario personal income wax, 
(p.i.t.), is the second lowest in the nation. While we 
believe that some upward revision of this rate would be 
necessary under a general revenue funded health care system, 
bringing our p.i.t. rate to even the national average of 
just under 51 percent would Generate (an additional S500 


million. This would mean an additional tax increase of 


approximately $150 for the taxpayer earning the average 
industrial wage in Ontario - hardly an onerous burden, 
and indeed a net saving when one considers current premium 


costs and the return in better health service. 


Having said this, however, we must emphatic-— 
ally add our belief that any personal income tax increase could 


be brought down well below this hypothetical 51 percent 


level if the corporate sector was to assume a share of 
health care costs that realistically reflected both its 
capital wealth and well-documented sont ipucLens to the 
deterioration of the personal health of Ontario citizens. 
\ 

Corporations can well afford to contribute 
a greater amount to this province's health care system. 
The Pn TS likes to perpetuate the fiscal charade 
that employers pay 70 percent of premium costs. In fact, 
employer-paid premiums are deductible tax credits for empl- 
oyers but for employees taxable benefits. While employer OHIP 
payments widiwamoeune 60.5675 millicnyansi975—79, $250 mil- 
lion is reclaimed ae tax write-offs. ,iIndivaduels actually 
assume more than half of premium costs, through either a 
direct regressive tax or through a disproportionate share 
of progressive income tax. Employees also negotiate such 
fringe benefits as OHIP in exchange for direct wage advance- 


ment, and are further disadvantaged under the status quo. 


We in the labour movement are all too aware 
of the damage done to our health and environment by cOorpon— 
ate avarice and pollution. Our on-going campaign for 
adequate occupational health and safety legislation reflects 
our concerns with this cost to individual health and 
productivity and general Prosperity, ~ ne COl pO are seri er 


benefits greatly from a healthy work force (i.e. lower 


yoke sans 


absenteeism, greater productivity, etc.). We think it more 
than fair that it assume a greater share of health care 


responsibility than it currently does. 


Shifting the employer share of health care 
Costs to corporate tax is also more progressive in that 
profitable firms pay more than weaker companies. Nor do 
labour-intensive industries bear an unfair share of the 


burden, as 1s the*case now. 


We do not accept the contention that increased 
corporate tax rates will lead to problems with Ontario's 
industrial competitiveness. The government uses this 
argument for failure to act to lower our regressive sales Base, 
clean up the environment or raise the minimum wage to a 


decent level. 


The problems of Ontario industrial compet- 
itiveness lie in areas other than taxation, and the average 
man and woman should no longer be penalized for this 


economic fact of ‘lates 


Before concluding, we should mention our dis- 
Satisfaction with the current fee-for-service physician 
Payment - a system that encourages assembly-line health care. 
We would hope this committee might make some suggestions as 


to alternate forms of doctor reimbursement. 


CONCLUSION 


Mr. Chairman, we believe Ontarians can be proud 
of their public health system. All the more so when we see 
that, even with the system's faults, this province and this 
country spend less of their G.N.P. on health Gare than does 
the United States with its largely private scheme. Indeed, 
OHIP is but a part’ of the Canadian tradition of public wenger- 
prise that culturally sets us aside from our American 


neighbours. 


We are pleased that no group has dared to 
suggest the dismantling of this systen or LES eEULtner 
privatization. As pioneer advocates of socialized medicine, 
we are all too aware of the inequities and drawbacks of the 
current system. We believe that prompt accenc rons co. cue 
recommendations made in this brief will go a long way to 
providing more effective, ee efficient and less costly 


health care for the people of Ontario. 


All of which is respectfully submitted: 


GlIiELord) Yiikey, Terry Meagher, 
President. Secretary-Treasurer. 








- -: . Y i . 
a 9 » 4 I - , _ : ae : 
'b ee teh oi sc a Mi pers ato: ee A. 


cmb api S465 Mtesa ver 4 
. a) 


_ 


“3 7 7 
a Saaith = ' - 


eye iS Ai Laor Dt dif te 
a 
mun eat) 20 ano t soe, Spm 


“Wee © 


















Weed Ver gay 


TaN: me 
eat emia oe, ene a Ss asi ast rete+? hedhap ons 


Ts) 


tre stidua to bier has + neboaineS ade i> 3teq 5s sud ‘eb ine 


7 
ABDI rome ih moxt ab Jee eaten vildewusiun Bini uels 
fe ek ee om "ths e ia 8 
=I | exupatioten 
f - he, tan = 1 Swe : Lt of 


e a fi © yy + - as : : za hee A 
TAGItVY |sh’ 4 <4 is Ete 16 PRilthanib on4 Sesppile 
. : aX i @'. Ga 5 Les i‘ s 4 


t 


SNisifem besiisivos to 2-seseebs teanofa eA ono} SPhgeciza 
—, = 7 i. 2 a] : 7 


one Io g3%ondwexb hrz SS!) OUGGL S44 Io svewse coy lip eas. Sw 


4a 


Sa? <a? no htabed > GRO 76 ere tla aW .weicve oe 
sop 6: 2 : ‘7, c pheteye Sapte 
os aah pod 6 eo Lr SR Push Ri ebem ceo) +sbwanmebey 
~ Rea OT f | + Sree 

9 > ai 4 : " = } r : i ) 2 : . 
wer oat, ope ala 2) Ber ~svisnst39 o:om pathivet, 


(OLITaSHG SO SigqGeq ay +o? s+25 AXLE or) 


é ! at i r¢ 


(hoscindee yl letsoeqas® Bi dmldw to [5A 


stooge Cane, jee ete . 7 


Leetion wigh Ghee ourcal so ihc 


eee = 8 SOR oh eee cigs arr MLE Abas 
be we ARR ER SRR Ei wus weer 


o% a ret of dsbeor rettinere we 


im 





7 _ 


















VICE-~PRESIDENTS: 
Rene Brixhe, 
Hugh Buchanan, 
Charles Clark, 
Jack Donnelly, 
Al Hershkovitz, 
Maurice Keck, 


Robert Nickerson, 


opeiu: 343 


AP:mth 


24 


Glenn Pattinson, 
Norman Paxton, 
William Punnett, 
Art Riseley 

Ted Roscoe, 
Eleanor Ryan, 


PeGe pagnlr. 





(ress Release 


aeicstb> 35 15 Gervais Drive, Don Mills M3C1Y8 416 [aaa 
441-273] 


Ontario Federation of Labour 








FOR IMMEDIATE RELEASE AUNQUE 29, as 
LABOUR WANTS MAJOR CHANGES IN OHIP STRUCTURE AND FINANCING 


TORONTO - More efficient, effective and less costly 
health care could be realized in a decentralized, community- 


oriented OHIP plan funded from general tax revenue. 


An August 29 OFL brief to the Select Committee of the 
Ontario Legislature on Health Care Financing and Costs defends 
public health care as more cost-effective than that provided by 
the private sector in such jurisdictions as the United States. 
Tt also notes that, contrary to public perception, neal taecare 
spending has increased at a slower rate than per capita income, 
gross provincial product and overall provincial government 


expenditures. 


The brief, presented by Federation president Cliff Pilkey, 
points out only three cents of every health care dollar is spent 
on preventive medicine. It contends much money that has gone for 
facilities and equipment to treat illnesses that might have been 
cured at an earlier stage could have been saved with a greater 


commitment to preventive medicine. 


A decentralization of medical services through community 
clinics administered by representative local boards is suggested 


as another means to reduce administrative and capital costs. 


The financing of OHIP through premiums is condemned as 
regressive, unjust and inefficient.) After rejecting either employer 
or employee payroll taxes, the brief recommends total funding of 
health care from personal and corporate income tax. It notes an 
estimated resultant tax increase of $150 for a taxpayer earning the 
average industrial wage would be less than current premium payments. 


- 30 - 
Information: 
Alan Pryde, 
opeiu: 343 OFL PR Director 
(416) 441-2731 
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